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LETTERS TO THE EDITORS 
The Editors invite readers to submit letters commenting on the contents of 
articles that appear in the Journal. Also welcome are brief communications in 
letter form reporting investigative or clinical observations without extensive 
documentation and with brief bibliography (five titles or less), not requiring peer 
review but open to critique by readers. Letters to the Editors should be no more 
than 500 words in length an d they may have to be edited for publication. 
Regarding "Selection of  patients for cardiac 
evaluation before peripheral vascular operations" 
To the Editors: 
In a recent study published by Schueppert et al. (J Vasc 
Surg 1996;23:802-9) the predictive value of clinical risk 
factors and dipyridamole thallium scintigraphy (DTS) for 
perioperative cardiac omplications was questioned. In pa- 
tients with peripheral vascular disease, clinical risk factors 
for coronary artery disease, especially angina pectoris, may 
not be evident because of limited exercise capacity, con- 
comitant cardiac medication, or silent ischemia. Angina 
can only be identified in a patient with adequate xercise 
capacity, usually described as the being able to climb two 
flights of stairs with grocery bags. Silent ischemia is fre- 
quently found in patients with diabetes: in our study pop- 
ulation 1as many as 65%. Concomitant use of medication, 
especially beta-blockers, may also conceal angina. For the 
assessment of angina we are suggesting that a non-exer- 
cise-dependent stress test be performed in patients with 
limited exercise capacity, diabetes, or both. 
The use of DTS for risk stratification is the subject of 
considerable debate. 2 The low predictive value of the test 
may be related to the pathophysiologic mechanism ofperi- 
operative cardiac ischemia. Dipyridamole induces a flow 
maldistribution, with a reduction in subendocardial flow in 
the regions of myocardium supplied by a stenosed coro- 
nary artery. In these circumstances, a mild stenosis may not 
be severe nough to induce ischemia. Perioperative condi- 
tions are quite different, however, with several factors in- 
volved, such as tachycardia and coagulation disorders. This 
drawback is overcome by the use of dobutamine-atropine 
stress echocardiography (DSE). Dobutamine induces an 
increased myocardial contractility at low dose and a posi- 
tive chronotropic response at high dose; both induce an 
increased myocardial oxygen consumption. In coronary 
artery disease the resulting ischemia can be demonstrated 
by new wall motion abnormalities during echocardio- 
graphic examination. 
In a group of 737 patients DSE had a positive predic- 
tive value of 28% and an excellent negative predictive value 
of 99%. This test also allows a semi-quantitative analysis: 
the heart ate at which ischemia occurs during dobutamine 
infusion improves the predictive value. 
We agree with Schueppert et al. that the late prognos- 
tic value of preoperative cardiac assessment is important. 
The long-term prognosis is related to the left ventricular 
function. Both left ventricular function at rest and ischemia 
during dobutamine stress can be identified by DSE. 
We are hoping that the use of DSE will lead to im- 
proved grading of cardiac risk factors. This may help us to 
resolve the difficult question of preoperative and late car- 
diac risk stratification. 
Don Poldermans, MD 
Hero van Urk, MD 
Jan D. Blankensteijn, MD 
Departments ofVascular Surgery 
University Hospital Dijlczigt Rotterdam and 
University Hospital Utrecht 
The Netherlands 
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Regarding "Il iac vein compression syndrome: 
Case report and review of  the l iterature" 
To the Editors: 
In their case review and review of the literature, Akers 
et al. (J Vasc Surg 1996;24:477-81) consider an aggressive 
surgical approach to the treatment of symptomatic patients 
with iliac vein compression syndrome. Because the authors 
did not specify the extent of the symptoms and their 
severity, is edema of a unilateral extremity with no history 
or evidence of venous thrombosis or thrombophlebitis in 
an otherwis healthy woman enough to subject hat patient 
to an operative procedure to correct the defect? 
This article has not answered a dilemma that was faced 
recently when the diagnosis of iliac vein compression syn- 
drome was confirmed by a venogram that showed obstruc- 
tion of the left common iliac vein with collateral vessels to 
the right iliac vein through pelvic veins. The compression 
was caused by the right iliac artery, as was demonstrated by
a spiral computed tomographic scan. Should this patient 
undergo the procedure now, receive compression stock- 
ings and be observed, or wait until deep vein thrombosis 
develops and then receive thrombolytic therapy and angio- 
plasty or open surgical correction? 
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Is the diagnosis of iliac compression being missed in 
patients who have left iliac venous thrombosis? I hope that 
a discourse in reference to the above article can be achieved 
in the Journal. 
Issam D. Soussou, MD 
1219 East Ave., Suite 108 
Sarasota, FL 34239 
24/41/79431 
Reply 
To the Editors: 
We appreciate Dr. Soussou's concern regarding the 
treatment of patients with lilac vein compression syn- 
drome. It is difficult to make generalized statements re- 
garding the treatment of these patients when fewer than 
100 cases have been reported in the literature. This may 
not reflect he true incidence of the problem, however, as 
the actual pathologic ondition has been reported to occur 
in 22% ofautopsies.~ The diagnosis requires ahigh index of 
suspicion and therefore may not be made in a timely 
manner. In our review, the time between the onset of 
symptoms and treatment varied greatly; however, once 
the diagnosis was made, treatment was performed in an 
expeditious fashion. Most authors did not describe a 
role for conservative management in the treatment of 
this process. 
Once the diagnosis i made, surgical correction of the 
pathologic process is the standard treatment. In the case 
that Dr. Soussou presents, he asks whether a trial of con- 
servative management is appropriate. The argument 
against medical therapy is that the anatomic lesion will not 
resolve and the resultant chronic venous insufficiency will 
continue to progress. Taheri et al.,2 who has the largest 
series of patients, argues that these patients hould be 
aggressively treated surgically as he believes that they will 
continue to have progression i symptoms. We believe that 
delaying the treatment will probably be associated with 
worsening chronic venous insufficiency and could possibly 
result in the development of venous thrombosis. 
The surgical options we selected for the treatment of 
our patient included exploration of the vein and transposi- 
tion of the artery. We believed that this would provide the 
best result. Other options are available, including balloon 
angioplasty with stent placement. The use of angioplasty in
the treatment ofthis lesion at the present time is limited, as 
there was only one case report in the literature. 
in treating the patient hat Dr. Soussou presented we 
would probably discuss surgically correcting the process. 
We believe that this would be the best option for prevent- 
ing long-term complications from chronic venous insuffi- 
ciency. We also acknowledge that we are making this de- 
termination on a single case of our own and a limited 
number of patients reviewed in the literature. However, 
the results reported from surgical correction indicated that 
the majority of patients indeed improve significantly with 
treatment. We thank Dr. Soussou for his letter and thank 
the Journal of Vascular Surgery for allowing us to respond. 
Donald L. Akers, Jr., MD 
Brian Credo, MD 
Robert L. Hew#t, MD 
Tulane University Medical Center 
Department ofSurgery 
School of Medicine 
New Orleans, La. 
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Regarding "The endarterectomy-produced common 
carotid artery step: A harbinger of early emboli and 
late restenosis" 
To the Editors: 
I enjoyed the article "The endarterectomy-produced 
common carotid artery step: A harbinger of early emboli 
and late restenosis," which appeared in the May 1996 issue 
of the Journal of Vascular Surgery (1996;23:932-9). Al- 
though I agree that a common carotid artery shelf or 
transition may be a source of early microembolization and 
a site of late restenosis, I would suggest a different ech- 
nique that I have used to prevent the shelf during endar- 
terectomy in the thickened common carotid artery intima. 
The common carotid artery is mobilized beyond the end of 
the planned arteriotomy for the bifurcation endarterec- 
tomy. This allows the artery to buckle slightly, which forces 
the arteriotomy to open widely. The endarterectomy 
progresses caudad beyond the significant common carotid 
atheroma, and a beveled transection of the common ca- 
rotid intima is carried out with either scissors or a #64 
scalpel (Beaver) blade circumferentially. This creates a 
smooth tapered transition from the proximal common 
carotid intima to the beginning of the endarterectomized 
segment. This beveled transection ofintima must occur at 
the junction where the cleavage plane terminates so that 
the intima is adherent to the subjacent media and does not 
waffle or flap. No suturing is required, and supplemental 
patch angioplasty has not been used. This attention to the 
proximal endpoint has not been associated with late reste- 
nosis, except for one patient, in the past decade. 
I enjoyed the paper and Dr. Archie's obvious commit- 
ment to careful and precise technique in performing ca- 
rotid reconstruction. I agree that careful attention to the 
common carotid end or transition point is warranted, but I 
believe that it will require a long interval, after operation, 
